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F r o m H Boston University Medical Center 
National roundup of PSRO contracts 
The following is a complete listing of all PSRO con-
tracts announced in June for fiscal year 1974. The 
Planning contracts, which are listed first, are for six 
months, while the Conditional contracts are for 18 
months and the Support Center awards are for one 
year. 
s ta te Organizat ion 
Connect icu t Connecticut Area II PSRO Inc. 
362 Whitney Avenue 
New Haven 06511 
Eastern Connecticut PSRO Inc. 
36 Watson Street 
Willimantic 06226 
Hartford County PSRO, Inc. 
230 Scarborough Street 
Hartford 06105 
PSRO of Fairfield County, Inc. 
285 Golden Hill Street 
Bridgeport 06604 
$ Amoun t Awarded 
$66,000 
$63,800 
$50,000 
$58,654 
Massachuset ts Central Massachusetts Health Care 
Foundation 
57 Cedar Street 
Worcester 01609 
Western Massachusetts PSRO, Inc. 
1414 State Street 
Springfield 01109 
Southeastern Massachusetts 
Professional Standards Review, Inc. 
P.C. Box 676 
Middleboro 02346 
New Hampsh i re New Hampshire Foundation for 
Medical Care 
#4 Park Street 
Concord 03301 
Maine Pine Tree Crganization for PSRO, Inc. 
Thayer Hospital 
Waterville 04901 
Rhode Island Rhode Island PSRC, Inc. 
(Ripsro, Inc.) 
106 Francis Street 
Providence 02903 
$64,000 
$46,150 
$61,000 
$56,000 
$71,000 
$62,000 
(Please turn to pg. 8) 
Federal official hears concerns 
of psychiatrists about PSROs 
Dr. Michael Goran, director of the Bureau of Quality 
Assurance, a HEW agency involved in directing the 
PSRO program, spoke recently before a special 
Psychiatric Rounds at Boston University Medical 
Center. Goran, himself a psychiatrist, f ielded a 
number of quest ions f rom physicians and staff 
workers about the manner in which PSROs will im -
pact upon their specialty. Al though the quest ioners 
stated their concerns in terms of psychiatry, the 
content of the queries and answers are universal to 
medicine in the area of peer review regulated by 
Public Law 92-603. Because of that universal 
character, PSRO Update is reproducing a large part 
of the dialogue: (Some of the questions are 
paraphrased and represent a group of queries.) 
0. : You have said that local determination should 
guide the establishment of medical-care criteria. Now, 
what happens if a conservative group of physicians 
happens to construct criteria of care based 
on strictly traditional approaches to, as in our 
case, mental illness? This would be a calamity for us. 
(Please turn to pg. 6) 
PSRO in Massachusetts: 
Some progress notes 
CHARLES RIVER: With plans to implement a full 
review operation by Jan. 1, 1975, the Charles River 
Health Care Foundation, inc. in Newton is busy 
organizing the review activities of the several hospitals 
in its area. The Foundation is involved in setting up data 
systems for coiiecting information for the PSRO 
program, with the aid of the Massachusetts Hospital 
Association's Department of Research and Develop-
ment. Such information might include patient-physician 
profiles, hospital-stay reviews and quality medical 
evaluation studies, in early September, a data expert 
team from HEW will visit the Foundation to discuss its 
information systems and possible problem areas. 
* * * 
BAY STATE: Staff organization is the primary activity of 
the Bay State Foundation tor Medical Care, Inc. in 
Boston. The Foundation is hiring people tor positions in 
management, systems analysis and hospital liaison, it 
is also engaging an epidemiologist as well as other 
general staff members. The Foundation is working with 
the Commonwealth Institute of Medicine to review and 
(Please turn to pg. 11) 
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Focus: PSRO and confidentiality: An extended debate 
PSRO Update No. 2 presented a "Focus " article en-
titled, "PSRO Data, Confidentiality and the Law," 
prepared by Jean Rabinow, J.D., a research associate 
in health-services research at Boston University 
Medical Center. In response to Rabinow's article, 
George D. LeMaitre, a Lawrence physician, wrote to 
the editors of Update, complaining that federal funds 
(through a Tri-State Regional Medical Program grant) 
were being used "to communicate a point of view con-
cerning PSROs which is not necessarily shared by all 
the people receiving the distribution. As a taxpayer," 
LeMaitre continued, " I resent the use of federal money 
to promulgate a point of view manifestly against my 
opinion, but I guess I'm too small to do anything about 
it." LeMaitre also requested an opportunity to respond 
to Rabinow's article " in the interest of fair play." 
The editors answered LeMaitre as follows: 
"First, PSRO Update is funded through a grant from the 
Tri-State Regional Medical Program in which Boston 
University Medical Center provides technicai 
assistance and continuing education in the planning 
and development of PSROs. Update is an informational 
vehicle meant to serve the educational component of 
the grant. We do not agree that it 'promuigate(s) a point 
of view': rather, it objectively reports developments 
related to the federally-mandated PSRO program and 
attempts to clarify some of the issues that are in the 
process of being defined. 
"To your second point, that of your interest in respond-
ing to Ms. Rabinow's article on PRSOs and confiden-
tiaiity, we can only encourage you. Not only in the in-
terest of fair play, but believing strongly that those 
issues such as confidentiaiity that remain to be spelled 
out can benefit from open discussion, we shall be hap-
py to consider for publication your response to Ms. 
Rabinow's article." 
We are happy to publish Dr. LeMaitre's response to the 
original confidentiaiity article, as well as Ms. Rabinow's 
additional comments. The views expressed in these 
discussions are not necessarily those of the editors or 
publishers of PSRO Update. — Editors. 
PSRO and the Violation of Privacy 
by George D. LeMaitre, M.D. 
Anyone not familiar with recent PSRO legisiation might 
have wondered why hospital medical records are 
beginning to take on a very interesting defensive 
posture. To the unwary, the subtle erosion of medical-
progress notes would have perhaps gone unnoticed 
unless he or she happened to serve on the Utilization 
Review Committee and watched the deterioration of 
these notes in a new effort by physicians to avoid 
punitive surveiiiance by government. 
Patient's point of view, too. The issue of PSRO and 
privacy invasion must be looked at both from the 
patients' as well as the physicians' point of view. Those 
who argue that the data-collecting systems will be im-
penetrable to illegitimate privacy invaders indicate to 
me a rather naive perception of just how this informa-
tion becomes damaging. 
I do not believe that the occasional attempt to obtain 
privacy data iiiegitimateiy is the real substance of the 
problem. I have no doubt but that this will occur only on 
rare occasions and that the law and the electronic 
hardware are up to the task of guarding the patients' 
privacy from the illegitimate intruder. 
The real issue is how do we prevent manipulation of the 
public by a bureaucracy not always benign in its intent 
and certainly not always open to the freedom of life es-
sential in a piuraiistic society. The bureaucrats' and the 
social planners' desire to do "what is good" tor the 
people remains relatively innocuous as long as it stays 
in the realm of armchair philosophizing. When, 
however, we grant to the bureaucrat or the social 
planner the power to do what he thinks is good tor the 
people by giving him controi over immense privacy 
data, then there is a clear and distinct danger that our 
society will lose a certain amount of its freedom in the 
name of progress and etficiency and equality. 
Apprehens ion. My first and major concern about 
PSRO, then, is that it will grant to the Department of 
Health, Education, and Welfare an enormous amount 
of ongoing data on the psychoiogicai, physical, and 
social lives of ail the patients in the country. 
When one considers the tact that the average patient 
visits his physician 4.3 times per year, and that ail of 
these office records will be subject to surveillance by 
HEW, one cannot help but feel a certain apprehension 
about the potential implications that this type of massive 
surveillance could bring about. No serious student of 
this problem questions the fundamental integrity or 
honesty of any agent or agency in the performance of 
its duties. But it is this very need to plan other people's 
lives to tit them into the slots deemed best for them, to 
eliminate noncompiiance and deviant behavior from a 
society, that has characterized central planners since 
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their inception and that represents the great hazard in 
PSRO. 
As written, the law is not unreasonable, nor will the in-
dividual regulations emanating from HEW be un-
reasonable. Unreasonable legislation and un-
reasonable regulations are very easy to deal with. It is 
the very reasonableness and sensibleness ot this 
legislation that makes confrontation difficult for a citizen 
desiring simply tc be left aicne. There is a substantial 
number ct people in this country who do not want tc 
have their lives planned, do not want tc be cared tor by 
government, and therefore do not want anybody to 
know about their illnesses, their psychoiogicai stresses, 
their marriage, and their employment problems. 
A chilling effect. Once this segment of the population 
becomes aware that they are going to be surveyed by 
HEW, a great chilling effect will be produced, and the 
doctor-patient relationship will no longer be an honest 
one. The patient will caretuiiy select out that which he 
feels is sate to tell the physician, that which he feels is 
ot no value to HEW, and that which he feels can 
positively do him no harm. The physician will always 
wonder what is being held back and will be forced 
either to work with the disadvantage ot a dishonest 
relationship or to keep double records and reassure the 
patient that certain information will remain only tor the 
patient's and doctor's eyes. This is a sad situation, par-
ticularly when there are valid options available that 
could avoid massive and universal surveiiiance. 
Subject to foibles. Returning now to the physician's 
right of privacy, I should mention a very important issue 
that seems to be escaping everybody in their dis-
cussions of the privacy invasion. The physician, it 
should be granted even by the most anti-elitist, is 
likewise subject to most of the foibles of his race and 
objects just as much to being surveyed by government 
and other controiiing agencies. The physician feels that 
the most important and substantive form of peer review 
has and does occur in his life and needs no foreign or 
outside surveying party to guarantee good medical 
care. 
The physician is controlled by his peers from the day 
he gets through medical school, finishes his internship, 
passes through at times rather stiff residency pyramids, 
achieves certification by his specialty board, passes 
through the credentials committee ot his hospital; in 
short, he deals ettectiveiy each day with his peer 
physicians who, on the basis of judging him a good or 
a fair or an incompetent physician, refer patients to 
him, deal with him, and fraternize with him in an ongo-
ing professional relationship. 
Added mechanisms. In addition to all these 
mechanisms, the physician has the various hospital 
committees to look into his work; he has the fear of 
court action against his negligence or incompetence; 
and, though many would doubt its etticacy, he has his 
own conscience and the firm commitment to a tradition 
that places great trust in his judgment and integrity to 
motivate him towards a search tor excellence. 
It is with this background that the physician, once 
aware that a punitive surveillance system will attempt to 
impale him with arbitrary and capricious bureaucratic 
standards of quality — standards ot quality that are 
often subject to the eroding and conflicting trends ot 
cost control — will begin to establish defensive 
colorations, much as a surveyed animal does when un-
der the chase ot a protagonist. 
Hospital clinical progress notes are already beginning 
to demonstrate a deterioration motivated by a 
physician's instincts for defensive coloration. Clinical 
notes that previously reflected honest, academic, 
scientific opinion, are now being colored by ad-
ministrative phrases, vague and double-meaning 
sentences, masquerades to cover the patient's privacy, 
a host of other burly but definite hints ot more to come. 
One was accustomed to see the following clinical note 
in a hospital chart: 
"Calf pain, less; swelling diminished; venogram nor-
mal. Heparin stopped." 
The same note might read as follows today: 
"Calf pain, less; daughter refuses nursing home 
suggested by social service department; will look tor 
another disposition: this explains delay in discharge 
and prolongation of hospital stay." 
Deteriorat ion. As PSRO establishes itself, we are go-
ing to see more and more ot this deterioration in the 
clinical medical record as physicians react in very 
human ways to surveillance and the threat of arbitrary 
and capricious decisions concerning medical judg-
ment. Those who doubt this conclusion need only 
analyze the student's record in any public education 
system to see how the teacher, buffeted by political 
forces that threaten his or her profession, has long ago 
come to understand the need tor caution in any judg-
ment about a student's performance or character. 
There is a very definite analogy between many of the 
substantial detects in the public school system and 
those about to take place in the field ot medicine. 
Those who see PSRO as a simple piece ot legislation 
to guard the public dollar against fraudulent claims 
simply do not understand the eroding effects on any 
human endeavor once compulsion and tear are in-
troduced into it. (Please turn to pg. 4) 
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Those who seek viable options have already presumed 
the premise upon which PSRO is legislated, i.e., 
massive fraudulent claims by health providers against 
the public dollar. I believe this premise could be 
challenged; unfortunately, however, the distrust of the 
times and the massive propaganda extant in our socie-
ty would probably make such an endeavor rather futile. 
Assuming, therefore, the premise on which this legisia-
tion was brought into being, what could one do to 
assure the public that the tax dollar is being reasonably 
protected by government? 
Spot check, it would seem that the dilemma could be 
solved by instituting a spot-check or selective sur-
veiiiance system much as the internal Revenue Service 
has done effectively for years. This would simply re-
quire that HEW or any other agency responsible tor the 
public health dollar survey in depth and from time to 
time a preselected number ot physicians, hospitals, 
nursing homes and other providers ot health care. 
Such a spot-check system would eliminate the chiiiing 
effects against universal surveiiiance ot physicians and 
patients and at the same time would permit the respon-
sible agencies to do meaningful surveys ot those 
providers chosen tor investigation. Just as I believe the 
Internal Revenue Service has ettectiveiy minimized 
fraud by the tear ot investigation, while at the same time 
avoiding universal surveiiiance and massive studies ot 
every citizen's financial report, i believe the same 
mechanism could be instituted in the health field. I sub-
mit that such a system is feasible, tar more economical, 
and tar less dangerous to the private lives ot American 
citizens. 
Predicated on distrust. PSRO is another piece ot 
legislation predicated on distrust, this time against the 
alleged fraudulent claims ot the provider as well as the 
consumer, it begins to be necessary tor our society, its 
appointed otticiais, and the public communications 
media to engender mutual trust amongst our citizens. 
The more we engender the seeds of distrust through 
weii-intentioned but unworkable laws, the more we will 
reap the harvest ot this distrust as each citizen, with his 
back against the wail, raises his defenses against real 
and imagined toes. I would ask the reader tor some 
consideration ot this point ot view. 
PSRO Update is publ ished by Boston University Medical Center to 
upda te Massachuse t t s phys i c i ans on the deve l opmen t of 
Professional Standards Review Organizations (PSROs) and related 
trends in the practice of modern medicine. Publication is supported 
by a grant from the Tri-State Regional Medical Program for technical 
assistance and continuing educat ion in the planning and develop-
ment of PSROs 
Privacy: — A Measured Right 
by Jean Rabinow, J.D. 
It is almost impossible to quarrel with Dr. LeMaitre's 
moral outlook, and i will not attempt to do so. He is 
against deterioration ot the medical record; so am i. He 
is against invasion ot privacy; so am i. He thinks PSRO 
review will exacerbate both these problems; i do not. i 
cannot help but feel that he has misunderstood the in-
tention and operation ot the PSRO law and the legal 
tradition within which it was enacted. 
Dr. LeMaitre's first argument is that the PSRO law will 
permit HEW to become a sociai-scientist "big brother," 
peering into patient's records to obtain data not relevant 
to the purposes ot medical audit. 
The primary response to this is that there is no reason 
tor HEW, or even the iocai PSRO, ever to see a single 
patient's record, nor does the law encourage it. Once 
the hospital's abstractors digest the data the PSRO 
wants (age, disease, course ot treatment, length ot stay, 
cost, outcome ot care) out ot the record and onto a 
computer form, the record will return to its normal 
hospital channels and stay there until the doctor or 
patient demands that it be taken out; such a demand 
would likely occur only when the doctor or patient is 
contesting a denial ot payment. And it is the physicians 
in the iocai PSROs who will determine which data are 
to be coiiected on the abstract form. 
Dr. LeMaitre complains ot the great "chil l ing" effect that 
the PSRO law could have on doctor-patient relations it 
and when patients find out that their charts are going to 
be looked at tor claims and quality review, it that is so. 
Dr. LeMaitre and his teiiow physicians have done a 
poor job ot telling those same patients just how many 
people see their charts already, and they should begin 
to do a little honest explaining. 
As tar as i know, there isn't a teaching hospital in 
Massachusetts where patients' charts can't be pulled at 
will tor any teaching or research purpose devised by 
the minds ot men; there is hardly a hospital anywhere 
where the number ot records clerks, nurses, 
physicians, and staff who have undenied access is 
limited in any way whatsoever. Quality review should 
have no more ot a chiiiing ettect than medical review, 
research review, or sociai-service review, it is question-
begging ot the worst sort to blame PSROs tor doing 
what others are already doing in tar greater numbers 
and under tar fewer restraints than PSRO reviewers will 
have. 
Physicians' " r ights." Then there comes the argument 
that PSRO review will threaten the physicians' "right ot 
privacy." The PSRO law cannot threaten the 
physician's right ot privacy because the physician 
never had such a right, at least as regards the medical 
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record. True, the doctor may control the physical 
pieces of paper in his or his hospital's flies, but the im-
formation in that record belongs to the patient about 
whom it was written, and anyone who is authorized by 
the patient or the laws (as I had attempted to explain 
originally) to look at it has always been able to do so. 
it doesn't take any new-fangled PSRO law to give out-
siders access to patient's records. Medical records 
have always been legal — as opposed to merely 
medical — documents; any changes in disclosure re-
quirements that result from the PSRO law would 
probably be minimal. 
If physicians, as a result of finding out about the law, 
are changing their style of documentation, that is not 
the fault of PSRO. I can only deplore any tendencies 
towards vagueness and applaud fuller explanation. 
True, explanation takes time, and time is iiteraiiy 
money, but there is a price we must pay for adequate 
communication. The patient's chart is supposed to 
contain information from which an adequate discharge 
plan can be developed and defended. It \s supposed to 
reflect reasons for changes in diagnosis or course of 
treatment. But even if, as Dr. LeMaitre claims, sloppy, 
misleading and inadequate documentation are already 
problems, how can they be blamed on the PSRO law? 
Will PSRO review cause greater difficulty than review 
by any third-party payor already causes? i sympathize 
with physicians' bewilderment and suspicion when any 
fiscal intermediary or payor demands the right to review 
charts, but I do not agree that the PSRO law, or any 
review requirement, results from distrust of physicians' 
judgments. 
Purposes and alternatives. What I think is happening 
is that the costs of medical care, especiaiiy in-hospitai 
medical care, have risen tremendously in the last two 
decades, and that the medical insurer, whether the 
federal government, the Blues or the private carriers, 
has decided to combat the rise at its most salient 
point, if there is a crisis in health delivery in the U.S. to-
day, it is this financial crisis, and the passage of a un-
iversal health-insurance program, which could easily 
occur before the next presidential eiection, will make 
the patient-taxpayer's position infinitely more 
precarious. 
Against this possibility stand ail the forces of the federal 
and state health bureaucracies — and the PSROs. The 
PSROs must be made to work, and work quickly, or we 
may find health care being funded on the somewhat ar-
bitrary basis that some civil servant, in Washington or 
Boston, has decided that, for example, appendec-
tomies that are done in a teaching hospital should not 
require more than three days' recovery time — no 
matter what the compiications or the patient's condition 
at the time of admission. I submit that such a result 
would be most unsatisfactory to most physicians and 
all hospitals, and should be avoided if at ail possible. 
As i see it, PSRO review is being proposed by 
Congress as a way of making cost-containment less 
onerous and less likely to result in a shift to lower-
quality care if and when costs are cut. 
i do not wish to belabor this point, as it shades away 
from iegisiative interpretation and into personal opinion, 
i agree with Dr. LeMaitre that there are alternatives to 
PSRO review. But i do not believe that the federal 
government would ever settle for random spot checks. 
If such checks are truly random, they risk being con-
sidered arbitrary. The more normal course, and the one 
that, tor example, the IRS in tact uses, is to audit in-
coming information by classes: Ail persons in certain 
categories (those paid in cash, those who receive 
royalty or residual payments, etc.) are automaticaiiy 
audited, and a large number ot persons in other 
categories (those with high incomes, etc.) are audited 
on a rotating basis, it also appears that as the IRS's 
computer capacity increases, more and more in-
dividuals are routinely screened. 
"Federa l ized" hospitals? It is also worth pointing out 
that, among other suggested alternatives to PSRO-type 
review, one would be to "federalize" all hospitals and 
run them as part ot a civilian health bureaucracy akin to 
the V.A. system; another, admittedly remote but not im-
possible, is to put ail heaith-care providers, including 
physicians, on direct federal salary, however repugnant 
that would be to many ot those who are currently in 
practice. 
That the PSRO program will result in the diversion ot 
some physician time into the administrative work ot 
quality review, and may cost as much as, or even more 
than, it saves, is a risk that Washington is apparently 
willing to run. it reviewing turns out to be more expen-
sive than the savings elsewhere justify, the taxpayer will 
pay. It PSROs live up to the promise ot some ot the 
groups that are already doing peer review, the taxpayer 
will save. In either case, medical care may well be up-
graded. 
Regimentat ion. When Dr. LeMaitre talks ot the "need 
to plan other people's lives" supposedly felt by 
bureaucrats, he misses the mark. No regimentation ot 
patients is being considered; it patients want care that a 
PSRO will not recommend tor reimbursement, they can 
pay tor it themselves — it they can afford it. It they can-
not, the PSRO will keep them from in ettect forcing their 
teilow-insureds to pay tor their unnecessary care. 
However, I imagine that it is not really the population as 
(Please turn to pg. 6) 
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a whole to which the doctor refers when he speaks of 
the dangers ot regimentation; it is the physicians who 
serve them. But tor the physicians the danger ot 
regimentation by the PSRO is similarly imaginary. 
Several aspects ot the law make this so. 
The first, and greatest, protection tor the physician is 
that it will be other physicians who specify what con-
stitutes acceptable (reimbursable) practice, and who 
must also define an acceptable range ot "deviant" 
behavior tor which payment shall not be denied. This 
delineation ot ranges cannot help but insure that a wide 
range ot therapies will automatically be reimbursed. 
The second protection is the law's demand tor con-
tinual updating and modification ot treatment criteria, 
which will allow PSROs to reconsider any possibly has-
ty decisions in the light ot experience. Third, no PSRO 
can be bound by its computer's automatic decisions. 
Every "deviant" treatment that is kicked upstairs tor 
review must be evaluated by a practicing protessionai; 
this should help guarantee that creativity is not stifled. 
I would also like to ask it any doctor seriously believes 
that ail treatments should automatically be accepted 
based on no firmer rationale than that they were 
prescribed by someone who somewhere got an M.D. 
While the experience ot the country's foundations tor 
medical care and prototype PSROs tends to 
demonstrate that the number ot truly outrageous 
prescriptions and procedures is a traction ot one per 
cent ot the total provided, nevertheless the quack and 
the fraud do persist; only peer review, based on ade-
quate documentation, can ferret them out. In addition 
to that iess-than-one-per-cent, there are also, ap-
parently, about 15 per cent ot physicians who practice 
outside their areas ot maximum competence a large 
minority ot their time and as a result occasionaiiy make 
prescription errors or perform bad operations. For such 
individuals the PSRO can serve as an "early warning" 
system, asking them to consider a postgraduate course 
or two before they place any more patients at excessive 
risk, i will concede, tor the sake ot argument, that this 
constitutes "regimentation" tor some physicians, but is 
that such a great price to pay tor the health and max-
imum safety ot their patients? 
Opportuni ty. It I have a "h idden" point ot view, it is that 
PSRO represents an opportunity tor physicians to 
decide where the balance should be drawn between 
patients' needs tor high-quality care and payors' 
(including taxpayers') needs tor lower costs. No 
denigration ot physicians is intended; on the contrary, it 
is their judgment, expressed through the PSROs, that is 
being trusted. The problem is economic rather than a 
matter ot distrust or do-goodism; it will remain with us 
until some mechanism, whether PSRO or another, 
provides proof that when we, as a nation, pay tor the 
care we get, we get the best we can afford. 
Federal PSRO official 
hears from psychiatrists . . . 
(Continued from pg. 1) 
We happen to have a multidisciplined staff that 
provides all kinds ot treatment, and that staff is com-
prised ot both degreed and nondegreed persons. What 
it criteria are tightly constructed to exclude our non-
traditionally trained staff members? Also, some ot the 
criteria developed by PSROs may have nothing to do 
with some ot our important activities — tor instance, in 
child psychiatry or what we call high-risk detection. 
What happens in this situation? After all, in order to get 
payment, you have to do things that are approved. 
A.: What you have said boils down to one issue: Ail ot 
these things may happen, but it is the responsibility ot 
the physicians who are psychiatrists to make sure that 
they don't, by getting involved with their foundations by 
joining the PSRO, getting on the committees that set 
the criteria. That way, you won't have to react to a set 
(ot criteria) that is already in place; but, in tact, can 
contribute to its development. Locally, tor instance, 
your Bay State PSRO, like all other PSROs, is a 
separate corporation from the Bay State Foundation 
and is required to have open membership and an 
elected board. 
Q.: What is 'open membership' in this case? 
A.: Open to all physicians and osteopaths in the area. 
Q.: That's not so "open" , it leaves out many mental 
health providers. 
A.: Correct. The PSRO has been established as a 
physician-run program that is also supposed to involve 
and work with the allied professions, but not as 
members. That is an important point, because it is a 
departure from the way most ot our mental health 
programs operate. But there are advisory groups to the 
PSROs and the State PSRO Councils that consist ot 
the allied professions. Peer review itself, say by 
podiatrists, is to be done by the podiatrists, but working 
as an adjunct to the PSRO physicians. There are two 
ways of involving non-physicians in this: through the 
PSROs and through the hospitals. You psychiatrists 
can bring in the other professionals; you cannot offer 
them membership, but you can involve them in the 
development of the criteria and all the aspects that 
mental health teams have focused on. But that will not 
happen if there is no involvement in the first place by 
the psychiatrists themselves. 
Q.: I understand that in the peer review system, the 
very first area that is being developed is the inpatient, 
not the outpatient, function. One ot the problems that 
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seems to be peculiar to psychiatry is the wide range ot 
ditterences ot opinion on relatively standardized issues, 
like diagnosis. For example, there have been a number 
ot studies done, some by our own group here, on the 
use ot the inpatient psychiatric ward, it you take a look 
at the statistics, it is this group that shows the least 
general benefit, in terms ot assessment, in a variety ot 
change measures. Yet, at the same time, it someone is 
threatening suicide and the physician in charge ot the 
patient wants him hospitalized, how do you establish 
the appropriateness ot the hospitalization? How can 
you set guidelines tor diagnosis, as you would tor 
appendectomies or tonsillectomies? This is, in part, 
psychiatry's problem; but by virtue ot that, it is also 
peer review's problem. 
A.: A lot ot issues are wrapped up in that. Basically, 
though, it is how do you apply the hospital review 
systems that general medicine has developed and im-
plemented to mental health? Again, let me reiterate the 
structural considerations: it is the iocai FSRO that will 
attempt to do these things. And it should be the psy-
chiatrists who will attempt to struggle with it, through 
their hospitals and through their FSROs. in addition, 
the American Psychiatric Association has already 
come up with and published a list ot criteria, using the 
diagnostic models developed by the foundations, and 
they have a listing ot model criteria sets tor most ot the 
common causes ot psychiatric admissions. What these 
criteria do, essentially, is what every local PSRO is go-
ing to have to do: It is going to have to say, tor each 
category ot patient, 'what are the critical indications tor 
admission?' and, next, 'what are the services that are 
critical tor this category, diagnosis or problem?' 
Q.: Do you think that that kind ot consensus can be 
reached, even within a single city? 
A.: The beauty ot the system is that wherever there is 
an area where you can't reach consensus, you throw 
(the standard) out. It you can't agree what the modality 
ot treatment ought to be, then there is a critical area ot 
ditterence. In other words, it may be one thing or the 
other. Then, it becomes a research issue — and that is 
a very good way to find out what the important research 
questions are. Take the use ot one ot the controversial 
drugs. There are a number ot things that you can agree 
upon. Maybe you can't get consensus on all ot them, 
but perhaps you can do that on one or two items; tor in-
stance, dosage strength depending on the state ot the 
psychosis, frequency ot administration or route ot ad-
ministration. In other words, you set some criteria in 
areas where you can get consensus. This allows you, 
then, to go out and assess: 'Are we complying with our 
own criteria?' It will make you look at your own stan-
dards. 
Q.: What about the situation in which a physician 
believes that he should prescribe a certain drug, as you 
mentioned before: Say he is a minority of one in a city 
ot 7,000 physicians. You go up to the review committee 
and they say that they don't agree with this type of treat-
ment, so you appeal it to the State Council and they, 
too, don't agree with you — what kind ot protection is 
there? 
A.: You don't get paid, and the result of that is that the 
patient doesn't get the service, unless he is willing to 
pay tor it himself. That frightens everyone, but I don't 
think that people realize that this is what has been going 
on ever since there first were third-party payments. The 
only difference now is that physicians are going to be 
given the responsibility to make these decisions 
through the local PSRO, where today, it is through the 
contents of a benefits package which you physicians 
hardly ever see, and where the review that takes place 
is in the third-party or some tiscal intermediary's office 
and othertimes, in Washington. That is the determina-
tion ot when something is to be paid tor and when it is 
not. This decision-making will be transferred to the 
FSRO mechanism. Yes, such instances as you men-
tion will still have an impact upon the minority ot one, 
but that's the way it already is today. 
Q.: One criticism that has been made about PSROs is 
that they will discourage innovation, certainly in terms 
of clinical practice. 
A.: I think (FSROs) should encourage and stimulate 
biomedical and clinical research. Let's distinguish what 
we mean by innovation. The situation may well dis-
courage a psychiatrist from doing anything that oc-
cured to him in an area where there was already a 
criteria set, or with some type of patient after the local 
PSRO had already agreed upon the appropriate treat-
ment. Here, again, we are dealing with the minority of 
one wanting to try something completely different. So it 
really forces the issue: Where is the merit? How do you 
answer certain questions; whether, tor instance, this 
particular drug is the proper treatment? It requires you 
to start to define your studies and to do clinical 
research, which certainly the PSRO is not going to im-
pede. So, again, you are back to the physicians 
themselves being involved in the review process and 
the extent to which they are going to deal with this 
process. It is going to be presented to them; they are 
going to have to use their committee structure, whether 
some idea is really innovative or someone is just trying 
a cockamamie idea. The advantage of the PSRO (and 
one of the reasons it is local in nature) is that it allows 
that sort ot dialogue to exist. 
/Please turn to pg. 8) 
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Q.: Can you say what the future ot confidentiality might 
be? 
A.: Anytime you have a peer review system, it basically 
means that other physicians will be looking at what you 
do, and that raises the problem ot contidentiality. 
Safeguards will have to be built in, to protect the identi-
ty ot the patient, the physician and the institution — all 
within the confines ot the given: That is, physicians will 
be examining other physicians' behavior to a greater 
degree than they are doing it today. They are doing it 
now, but when the PSROs get under way across the 
country, there will be a lot more ot it. Therefore, 
safeguards will be more important, particularly with 
regard to the profiles that are required. 
Q.: Does this mean, in ettect, that there will be in-
creased contidentiality, because we will not have to 
provide the insurance companies and Medicaid with 
the kind ot information that they are now getting? Can 
the PSRO say, 'this practice is OK' and the companies 
can't ask any more questions? 
A.: One ot the major advantages ot the concept ot 
peer review is that we will have only the physicians 
making the decisions on the quality and necessity ot 
care. No longer, under PSRO, can the insurance com-
pany question, retroactively deny, or overrule the 
decisions. It the PSRO certifies that this patient had to 
be in the hospital, then the payment has to be made. 
(That, incidently, does not determine how much the 
payment should be. That is still the insurance com-
pany's business.) The insurance company can no 
longer ask it a procedure is appropriate, or demand 
more evidence. 
Q.: Let's apply this to the assumption that there is go-
ing to be national health insurance . . . 
A.: PSRO applies to federal programs (Medicare, 
Medicaid, and infant Oare) today. So you can just ex-
pand that concept tor national health insurance. The 
whole concept is that the federal agency will not, and 
can not, ask tor justification ot an individual decision. 
That is the local physician's and the local PSRO's 
responsibility. Oertainly, overt ime, the aggregate 
results ot the individual decisions will be reported and 
examined; in tact, we have built in to the program the 
concept that each PSRO is a conditional body tor a 
couple ot years and has to prove itself. It it performs 
satistactorily — and the National Council is supposed 
to devote a good deal of its time to determining that — 
then it becomes operational, and then all of these 
review requirements that Medicare and Medicaid im-
pose, such as physician certitication and readmission 
certification, can be abandoned, and the PSRO can 
take on its open and full responsibility. 
Roundup of PSRO contracts 
(Continued from pg. 1) 
Vermon t Vermont PSRO $52,400 
128 Merchants Row 
Rutland 05701 
New Jersey Area I - PSRO Region II $46,150 
26 Madison Avenue 
Morrlstown 07960 
Essex Physicians' Review $54,000 
Organization, Inc. 
144 South Harrison Street 
East Orange 07018 
Passaic Valley Prof. Stds. Review $37,000 
Organization 
642 Broad Street 
Clifton 07013 
New York Adirondack Prof. Stds. Review $52,000 
Organization 
66 Park Street 
Glens Falls 12801 
Area 9 PSRO of N.Y. State, Inc. $57,000 
Purchase Street 
Purchase 10577 
Erie Region PSRO, Inc. $67,000 
1514 Marine Trust Bidg. 
237 Main Street 
Buffalo 14203 
Five-County Organization tor Medical $52,000 
Care & PSR 
210 Clinton Road 
New Hartford 13413 
Genesee Region PSRO, inc. $77,000 
Region 11 New York State 
1441 Fast Avenue 
Rochester 14610 
Kings County Health Care $64,560 
Review Organization 
1313 Bedford Avenue 
Brooklyn 11216 
Nassau Physicians Review $96,000 
Organization 
1200 Stewart Avenue 
Garden City 11530 
New York County Health Services $86,332 
Review Organization 
40 West 57th Street 
New York 10019 
Richmond County, New York $55,580 
Protessionai Stds. Review 
37 New Dorp Lane 
Staten Island 10306 
PSRO ot Central New York, Inc. $54,400 
224 Harrison Street 
Syracuse 13202 
Prof. Stds. Review Organization $62,871 
ot Rockland 
33 West Nyack Road 
Nanuet 10954 
8 
r 
Puerto Rico 
Pennsylvania 
Virginia 
West Virginia 
Alabama 
Florida 
Kentucky 
North 
Carolina 
South 
Carolina 
Tennessee 
The Bronx Medical Services $79,000 
Foundation, Inc. 
2455 Sedgwick Ave., Rm. 308 
Bronx 10468 
Foundation for Medical Care $45,280 
of Puerto Rico 
1305 Fernandez Jancos Avenue 
Santurce 00908 
Eastern Pennsylvania Health $65,000 
Care Foundation, inc. 
335 North 8th Street 
Alientown 18102 
Montgomery/Bucks Prof. Stds. $54,000 
Review Organization, Inc. 
60 E. Penn Street 
Norristown 19401 
PSRO Area Xli Executive Committee $100,00 
2100 Spring Garden Street 
Philadelphia 19130 
Highlands PSRO Corporation $46,600 
325 Swank Building 
Johnstown 15901 
Southcentral Pennsylvania $54,000 
PSRO 
20 Ertord Road 
Lemoyne 17043 
Southwestern Pennsylvania PSRO $62,500 
Greengate Professional Bidg. 
Route 30 West 
Greensburg 15601 
Northern Virginia Foundation $57,875 
tor Medical Care 
101 S. Whiting Street 
Alexandria 22304 
West Virginia Medical institute. Inc. $48,000 
P.O. Box 1031 
Charleston 25324 
Alabama Medical Review, inc. $65,000 
19 South Jackson Street 
Montgomery 36104 
Dade Monroe PSRO, Inc. $73,000 
c/o Dade County Medical Assoc. 
444 Brickeii Avenue 
Miami 33131 
Kentucky Peer Review $36,000 
Organization, Inc. 
3532 Ephraim McDoweii Dr. 
Louisville 40205 
Piedmont Medical Foundation, Inc. $46,380 
2240 Cioverdaie Avenue 
Winston-Salem 27103 
South Carolina Medical Care $60,000 
Foundation 
1508 Washington Street 
Columbia 29201 
Shelby County Foundation $54,000 
tor Medical Care, Inc. 
Suite 101 
20 South Dudley Street 
Memphis 38103 
linois 
Indiana 
Michigan 
Ohio 
Wisconsin 
Minnesota 
Chicago Foundation tor Medical $225,760 
Care, Room 1616 
310 South Michigan Avenue 
Chicago 60604 
Quad River Foundation tor Medical $46,135 
Care 
58 North Chicago Street 
Joiiet 60431 
Calumet Protessionai Review $39,200 
Organization 
2825 Jewett Street 
Highland 46322 
Indiana Area V PSRO $51,620 
Suite 202 
211 North Delaware Street 
Indianapolis 46204 
Genesee Medical Corporation $36,000 
1017 Genesee Bank Building 
352 S. Saginaw Street 
Flint 48502 
Upper Peninsula Quality Assurance $45,300 
Association 
Doctor's Park 
Escanaba 49829 
4th Area Protessionai Standards $59,000 
Review Council 
3101 Coll ingwood Blvd. 
Toledo 43610 
Region X Protessionai Review $55,300 
Systems 
17 South High Street, Suite 528 
Columbus 43215 
Medco Peer Review Inc. $52,850 
203 Lytle Towers 
Cincinnati 45202 
Physicians' Peer Review $63,000 
Organization 
10525 Carnegie Avenue 
Cleveland 44106 
Region Six Peer Review Corp. $46,000 
430 Grant Street 
Akron 44311 
Western Ohio Foundation tor $44,330 
Medical Care 
1030 Fidelity Medical Bidg. 
Dayton 45402 
The Foundation for Medical Care $36,355 
Evaluation ot Southeastern 
Wisconsin, Inc. 
756 North Milwaukee Street 
Milwaukee 53202 
Wisconsin Professional Review $90,600 
Crganization 
330 East Lakeside Street 
Madison 53701 
Protessionai Services Quality $66,000 
Counci l ot Minnesota 
200 First Street, S.W. 
Rochester 55901 
(Please turn to pg. 10) 
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Arkansas Arkansas Foundation for $65,000 
Medical Care 
P.C. Box 1208 
214 North 12th Street 
Fort Smith 72901 
Missour i Central Eastern Missouri $61,000 
Professional Review Organization 
Committee; 3850 Westminster PI. 
St. Louis 63108 
Mid-Missouri Foundation $64,000 
1505 Southwest Blvd. 
Jefferson City 65101 
Northwest Missouri PSRC Foundation $49,500 
3036 Fillham Road 
Kansas City 64108 
Southeast Missouri Foundation $54,440 
for Medical Care 
Suite 321 , H & H Bidg. 
Cape Girardeau 63701 
Iowa The Iowa Foundation for Medical Care $45,500 
1011 Grand Avenue 
West Des Moines 50265 
Kansas Kansas Foundation for Medical $47,560 
Care, Inc. 
1300 Topeka Avenue 
Topeka66612 
South Dakota South Dakota Foundation $51,000 
tor Medical Care 
711 North Lake Avenue 
Sioux Falls 57104 
Cal i forn ia Fast Central Los Angeles PSRO $78,750 
(FCLAPSRO), Suite 205 
520 South Virgil Avenue 
Los Angeles 90020 
Foundation tor Medical Care $74,000 
ot Santa Clara County 
700 Fmpey Way 
San Jose 95128 
Kern County Medical Society $61,800 
2012 18th Street 
Bakersfield 93301 
North Bay PSRO $61,200 
4460 Redwood Highway 
San Rafael 94903 
Monterey County Medical Society $45,485 
P.O. Box 308 
Salinas 93901 
Organization tor PSR ot Santa $44,700 
Barbara/San Luis Obispo Counties 
41 Hitchcock Way; Suite C 
Santa Barbara 93105 
Redwood Coast Region PSRO $74,500 
2466 Mendocino Avenue 
Santa Rosa 95401 
Riverside County PSRO $56,400 
4175 Brockton Avenue 
Riverside 92501 
San Francisco PSRO Inc. $57,000 
250 Masonic Avenue 
San Francisco 94118 
PSRO of San Mateo County 
3080 La Selva 
San Mateo 94403 
Stanislaus Foundation for Medical 
Care 
2030 Coffee Road; Suite A-6 
Modesto 95354 
Ventura Area PSRO, Inc. 
2977 Loma Vista Road 
Ventura 93003 
Hawaii Pacific PSRO 
510 South Beretania Street 
Honolulu 96813 
Nevada Nevada PSRO 
129 West 6th Street 
Reno 89503 
A laska Alaska Professional Review 
Crganization 
1135 West 8th Avenue 
Anchorage 99501 
Idaho Idaho Foundation tor Medical 
Care, Inc. 
407 West Bannock 
Boise 83702 
O r egon . Greater Oregon PSRC 
2164 S.W. Park Place 
Portland 97205 
Wash ing ton Washington State Medical 
Association 
44 N.F. Revenna Blvd. 
Seattle 98115 
Total 91 Contracts $5,520,694 
$62,000 
$50,242 
$68,590 
$77,120 
$38,200 
$72,372 
$51,201 
$58,500 
B147,480 ^ 
State Organizat ion 
Massachuset ts Bay State PSRO, Inc. 
100 Charles River Plaza 
Boston 02114 
$Amoun t Awa rded 
$3,206,680 
Charles River Health Care Foundation $503,420 
2000 Washington Street 
Newton Lower Falls 02162 
Mary land Prince Georges Foundation tor $212,458 
Medical Care, Inc. 
5801 Annapolis Road 
Hyattsville 20784 
Mississ ippi Mississippi Foundation tor Medical $1,227,954 
Care, Inc. 
735 Riverside Drive 
Jackson 39216 
Tennessee Tennessee Foundation tor Medical $1,626,305 
Care, Inc., Suite 200 
Executive Square 
2400 Crestmore Road 
Nashville 37215 
Minnesota Foundation tor Health Care Evaluation $886,000 
1525 Medical Arts Building 
Minneapolis 55402 
Co lo rado Colorado Foundation tor Medical Care $2,700,000 
1601 East 19th Avenue 
Denver 80218 
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Utah Utah PSRO $951,495 
555 East 2nd South 
Salt Lake City 84102 
Wyoming Wyoming Health Services Co, Inc. $604,502 
412 Randall Avenue 
P.O. Box 1387 
Cheyenne 82001 
Cal i forn ia San Joaquin Area PSRO $662,470 
540 East Market Street 
Stockton 95201 
Oregon Multnomah Foundation for Medical $662,848 
Care 
5319 S.W. Westgate Drive 
Portland 97221 
Total 11 Contracts $13,244,132 
Missour i Health Care Foundation of Missouri $106,686 
P.O. Box 862 
Jefferson City 65101 
Cal i forn ia United Foundations tor Medical Care $194,335 
(Calitornia) 
Suite 765 
215 Market Street 
San Francisco 94105 
Total 13 Contracts $2,085,492 
Massachusetts Notes . . . 
(Continued from pg. 1) 
modify fhe CHAMP program for fhe developmenf of 
Medicare and Medicaid review. 
$ Amoun t Awa rded 
$147,812 
State Organizat ion 
Connec t i cu t Connecticut Medical Institute 
160 St. Ronan St. 
New Haven 06500 
Massachuset ts Massachusetts Statewide $289,412 
PSRO Support Center 
Commonweal th Institute ot Medicine 
100 Charles River Plaza 
Boston 02114 
New Jersey New Jersey Foundation for $193,060 
Health Care Evaluation 
315 West State Street 
Trenton 08618 
New York Medical Society ot the State $208,596 
ot New York 
420 Lakeville Road 
Lake Success 11040 
Mary land Maryland Foundation tor Health Care $97,352 
1501 W. Mount Royal Avenue 
Baltimore 21217 
V i rg in ia Virginia Professional Standards $75,727 
Review Foundation 
1224 West Main Street 
Charlottesville 22903 
Pennsy lvania Pennsylvania Medical Care Foundation $243,295 
20 Ertord Road 
Lemoyne 17043 
North North Carolina Medical Peer Review $97,767 
Carol ina Foundation, Inc. 
222 North Person Street 
P.O. Box 27746 
Raleigh 27611 
Indiana Indiana Physicians Support Agency $196,650 
120 West Market Street 
Indianapolis 46204 
Mich igan Michigan State Medical Society $100,475 
120 West Saginaw Street 
East Lansing 48823 
Oh io Medical Advances Institute $134,325 
1241 Dublin Road 
Columbus 43215 
CENTRAL MASSACHUSETTS: The Cenfral 
Massachuseffs Healfh Care Foundafion, Inc. in 
Worcesfer is conducfing an inifiai assessmenf of fhe 16 
iocai hospifais for poinfs of uniformify by confacfing ad-
minisfrafive and medical sfaffs plus ofher key personnel 
of the individual hospitals. The Foundation is also 
cataloguing the physicians in the area as to their type of 
practice and specialties. The Foundation is basically 
trying to draw a comprehensive picture of the physician 
and hospital resources in its area. 
•* • * 
SPRINGFIELD: Springfield's FSRO, Health Care 
Foundation of Western Massachusetts, inc., has a new 
executive director, Charles E. Everett. Everett, who has 
been with Blue Shield in the Department of Healfh Care 
Planning and Developmenf for one and a half years, 
replaces Vivian Furdy, execufive direcfor for fwo years. 
Sfie will confinue full fime as execufive secrefary af 
Hampden Disfricf Medical Sociefy, a posifion she held 
concurrenfiy wifh her direcforship. Wifh fhe change in 
personnel, fhe Foundafion is reiocafing ifs office. The 
new address is 103 Van Deene Ave., Wesf Springfield, 
Mass. 01101. 
* * * 
SOUTHEASTERN MASSACHUSETTS: More than 25 
per cenf of fhe physicians in Soufheasfern 
Massachuseffs have applied for a membership wifh fhe 
Pilgrim Foundafion for Medical Care, inc., based in 
Middleboro. The Foundafion and SEMFRO are seffing 
up meefings wifh hospifai frusfees, medical sfaffs and 
adminisfrafors in fhe area fo discuss fhe purpose of fhe 
fwo groups and fhe implicafions of fheir acfivifies for fhe 
hospifais. 
The groups are visifing various area hospifais fo sfudy 
qualify assurance programs. Pilgrim and SEMFRO, 
along wifh fhe ofher Massachuseffs foundafions, plan fo 
meef wifh Blue Cross represenfafives fo discuss a sfan-
dard qualify assurance program for pafienf care of Blue 
Cross subscribers, fo be sponsored by fhe Foundafions. 
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